Upper respiratory infection may be a very simple affair, evidencing itself as only a simple nasal cold of about a week's duration, or it may be more serious and its progress through the body may reach into many distant regions.
Mastoid infection may be the end result of an acute coryza or tonsillitis, and if the infection is limited to one or beth sides its cure may be accomplished by a simple mastoidectomy. This is a happy end result, because the patient's pain is usually relieved by the excision of the infected cells and the leucocytosis subsides, the temperature comes down to normal, and the end result is a satisfactory one.
Occasionally a patient presents who has the classic symptoms of mastoiditis, and if operation is performed there is not the happy return to normal health. An early contact with such a patient was one who had had a mild tonsillitis, then a one-sided otitis media, and later a mastoid involvement. Early myringotomy started the ear draining and the patient seemed better for a time, but soon he developed a rather high temperature, was 'dizzy, and then had nausea and vomiting. A diagnosis of brain abscess was made. Later a cerebellar abscess was opened and drained on the side opposite to the infected ear and mastoid, and the supposition was that the abscess had its inception in the tonsillitis, and that the mastoiditis was incidental to the primary tonsillar infection.
This incidental infection of the mastoid is more clearly ilustrated by the following case in the practice of Dr. W. W. Wilson: Miss G. G., aged 24, of Aurora, Ill., had an acute coryza, beginning about March 10, 1929. This was followed by pain in the left ear. Examination at that time by Dr. Wilson showed tympanic congestion but no bulging. The temperature was about 100°F., but the patient appeared more ill than the clinical findings indicated.
March 12, under nitrous oxid anesthesia, a red and bulging drum was opened by Dr. Wilson, and a thin greenish pus emptied out of the middle ear. Short chain streptococci were found in this pus. From March 12 until March 28, she ran the course of an acute otitis media, with the temperature not going above 101°F.; she seemed to be getting better, but on March 28 had a chill, and the temperature rose to 105°F. On this date she entered St. Charles Hospital, and on April 2, her temperature reached 107.4°F.
There was moderate tenderness over the mastoid, and the ear was draining a serosanguineous fluid. Dr. McGinnis examined her on March 30, and at that time her white cell count had dropped from 10,850, on March 29, to 6,500. On March 31, it dropped to 5,300. It was thought best to delay mastoid surgery until after a blood transfusion, which was done on April 1. At the examination on March 30, he felt sure that she was suffering from a general sepsis which had its entrance through the nasal cells, because she had painful cervical g-lands on both sides and appeared more ill than the mastoid findings indicated. The question of lateral sinus infection and thrombosis was discussed at this time.
April 2, Dr. Wilson and he did a simple mastoidectomy, and as the sinus wall looked perfectly normal it was left alone. The patient made an uneventful recovery from the operation, and the mastoid wound drained and healed in about four weeks.
From April 2 to April 23, she ran a septic temperature, the maximum being-107.2°F., with numerous chills. On April 15th she complained of severe pain in the left iliac region. Heat and flexion of the left thigh on the abdomen relieved the pain. A palpable and tender mass could be outlined in the left iliac region. April 23rd, under nitrous oxid anesthesia. a left muscle splitting incision was made, and a large amount of thin. bloody, purulent material drained from this reg-ion. Bacteriolog-ic examination of this discharge showed short chain streptococci. A rubber drainage tube was inserted and the patient made an uneventful recovery.
But this was not the end, for she continued to have fever up to 104°F., from April 23rd to May 20th.
On May 15th, the patient developed a severe pain over the right kidney region, and mild chills, not similar to those of the onset. On May 21st an incision was made along the lower rib border postperitoneally, and the perirenal space was explored. No pus was found, but the patient commenced to improve following this.
A second blood transfusion had been given on May 10th. The temperature finally became normal about May 29th and had remained normal since.
The patient was discharged from the hospital June 1st, and had made an uneventful recovery, without symptoms. She had gained upwards of thirty pounds.
His first impression on examining this patient was that she had more than a mastoid infection-in other words, general sepsis-and he thought that the ear was not the only point of entrance, because the jugular on that side was not tender on palpation, and tender and painful glands were palpable on both sides of the neck. With this in mind, they did not disturb the lateral sinus and the jugular. He still felt that ligation of the jugular would have had very little helpful effect on the progress of the infection. They also wanted to eliminate shock as much as possible. He believed that the first blood transfusion was very helpful, in that it raised her white cells and carried her through the mastoid surgery.
His impression of this case was that the mastoiditis was just an incident in the general infection, and its elimination by operation was helpful in the cure.
He expressed his appreciation to Dr. W. W. Wilson for the chance of participating in this very interesting and instructive case, in which they had the complete cooperation of the Brennecke clinic and the St. Charles Hospital.
DISCUSSION.
DR. C. W. HAWLEY volunteered the report of a case similar to one reported by Dr. McGinnis.
A number of years ago at the Postgraduate Hospital he was consulted by a patient suffering from a neglected mastoid involvement on the right side. He performed a mastoid operation and for a few days the patient did well, but then an extensive abscess formed in the right shoulder. This abscess was opened and drained by the surgeon who referred the patient. A week later another abscess formed in the knee joint, which was also opened with a considerable discharge of pus. A prominent surgeon was called in consultation and he said everything possible had been done. The patient continued to lose weight and strength, and Dr. Hawley suggested giving vaccine, to which the others did not agree. Within a few days there was involvement of the ankle joint. An autogenous ... accine was then prepared and 15 minims injected on each of three successive days. On the fourth day the dose was reduced to 10 minims. At the end of two weeks the abscesses had entirely healed and the one that threatened the ankle joint did not materialize.
Dr. Hawley expressed the opinion that a patient suffering from any acute infection will stand larger doses of any medicine than he can stand in the course of a mild illness. Eighteen years ago he had an acute attack of facial erysipelas in which no vaccine was used, and two years later had another, which he recovered from promptly following the use of vaccine. There was a recurrence in a few weeks, which also responded to vaccine therapy in 15 minim doses on two successive days.
He also cited a case of multiple abscesses in the neck, which improved promptly under vaccine. He believed one should not be afraid to use liberal amounts in desperate cases.
DR. JOSEPH C. BECK thought the point for discussion was the recognition of an infected lateral sinus that looked normal. The case Dr. McGinnis had described was a multiple secondary infection, which he thought would have recovered without operation.
He recalled a case at the University Hospital some years ago in which pneumococcic symptoms were very prominent, and this germ was thought to be responsible for the septic condition of the patient. The jugular was not painful and there was nothing to indicate that thrombosis was going on, but the picture was so suggestive of a thrombophlebitic type of mastoid that operation was determined upon and the patient made a good recovery. He thought, from the standpoint of the otologist, knowing that the lateral sinus becomes infected easily, there is no harm in opening and treating it properly. This is far better than to allow the patient to develop a septic endocarditis or a septic infarct in the lung.
DR. SAMUEL SALINGER cited a case seen in consultation with
Dr. Sonnenschein. The patient was a young lady who had had a mild otitis media that had discharged for only two or three days. Although .there were no local signs of mastoiditis she developed chills and fever within a period of five days with a temperature of 105 to 106 degrees F., and after eliminafing all other possible foci it was decided to open the mastoid, which was found to be absolutely normal. Exploration of the sinus showed that it also was normal. Nevertheless the jugular was ligated and the patient made a prompt recovery. The case was evidently a direct blood stream infection by way of a small emissary vein, or else a mural thrombosis was present too fine to be detected. As noted above, the mastoid and the sinus were grossly normal.
DR. EDWIN MCGINNIS, closing, said he did not think the case was a lateral sinus thrombosis. He cited a case seen some years ago, in which a young lady had an infection around the lower incisors and developed an abscess that extended underneath the periosteum of the inferior maxilla. This area was opened and treated by gentle curettage and cleared up nicely. In two or three weeks she came in complaining of feyer in the afternoon and pain in the left groin. Her temperature was 101 0 F. She was placed in the hospital and with the help of a urologist, a left-sided perinephritic abscess was diagnosed. An incision was made along the left lower border of the rib and a large amount of pus escaped. This abscess could not be determined upon percussion or palpation because so deeply situated.
Dr. McGinnis has sometimes used vaccines in cases such as Dr. Hawley described, but in the case reported it was a nonsuppurative variety of bacteria. He agreed that a mixed infection could exist without much change, because in sinus infections there can be marked involvement without much visible change, and the same might hold true of the mastoid.
Dr. SAMUEL J. PEARLMAN and DR. SAMUEL SALINGER presented a paper entitled "Hyperpyrexia (Fatal) Following Tonsillectomy,"
(AUTHOR'S ABSTRACT.) Following operations, major or minor, conducted under general anesthesia, about the oral cavity or away from it, there has been noticed what may be termed a syndrome of pallor and hyperpyrexia. These symptoms come on a few hours after operative interference and occasionally result fatally, within twenty-four to forty-eight hours. Postmortem with few exceptions has thrown surprisingly meager light on the cause of death.. The commonest findings appear to be cerebral congestion and mild internal and external hydrocephalus. Inasmuch as the cause of this syndrome is not known, there can be no rational preventive therapy. It would seem best not to operate on any individual, particularly a child, with a temperature above 99.2°F.
DISCUSSION.
DR. ROBERT SONNENSCHEIN said that the public and many physicians have come to believe that tonsillectomy is a very simple and harmless procedure. The fact that so many tonsillectomies are performed throughout the country, so often by general practitioners, with few serious sequelse, is no doubt the cause of this erroneous belief. Many operators disregard the fact that serious if not fatal hemorrhages or other postoperative results, such as infection of the throat and ears, sometimes occur, but as long as they do not result fatally, they consider them as inconsequential results. They likewise pay too little attention to possible distortion and stenosis of the pharynx, due to excessive scar formation following the removal of portions of the anterior pillar, the soft palate and uvula, to injury to the mucosa of the posterior pharyngeal wall in the removal of adenoids, etc. One thing, however, has put the fear of God in them, and that is the very unfortunate and occasional death which results from tonsillectomy.
Dr. Fetterolf, at the last meeting of the American Laryngological Association presented a very interesting case report in which hyperpyrexia followed tonsillectomy and persisted for a number of weeks. No etiologic factor was discovered for a long time, but they finally found the bacillus abortus. This bacillus often infects cattle and produces abortion. The patient shortly afterward recovered. Dr. Fetterolf said that the best treatment for this condition is the intravenous use of mercurochrome, and expressed the opinion that in all cases of hyperpyrexia lasting for a considerable time, without other cause, this bacillus should be sought.
As demonstrated in this very interesting paper, the exact cause of death is often not ascertainable, even by autopsy. Either the changes are microscopic, so that they are not detected at the time of postmortem examination, or they are not even discernible when histologic examinations are made. Only recently Dr. D. ]. Davis stated before this society that in many of the tissues decided changes take place, even a few moments after death, so that we can readily see that where postmortem examinations are delayed a number of hours or even longer, the changes in the tissues may be such that the exact pathologic process responsible for death cannot be diagnosed.
It was impossible for him to throw any light upon the unfortunate ending of some of these cases. The references show that a number of theories have been advanced. It is well known that acidosis occurs very frequently after a general anesthesia in children and is often accompanied by very high temperature.
Fortunately, most of these cases respond very well to the administration of alkalies and carbohydrates, so that the patients usually recover rather promptly. Should the acidosis, however, be very severe, coma might ensue just as it does in cases of diabetes. It seemed to him that the theory of death based on the unstable nervous system in small children, together with some disturbance in the heat regulating center, may account for some of these fatalities. No blame can be attached to the operator if all reasonable precautions have been taken, such as a careful examination of the urine, of the heart, thymic region, etc., but one must ever bear in mind the possibility of grave postoperative results. Both the surgeon and the layman should recognize the fact that there is danger connected with any operation, and the mere fact that a certain type of operation is very often performed does not obviate the possibility of very serious and wholly unexpected results. Since there are inherent dangers in all operations, none should be advised unless a thorough examination and a definite history give clear indications for surgical interference. Furthermore, all possible care in the performance of the operation and in the postoperative course is imperative. Then and then only can our consciences be clear when these inexplicable and unfortunate things are noted after a carefully performed operation.
He said the essayists had rendered a great service in bringing attention to this series of cases and for giving such an excellent exposition of the subject, DR. J. HOLINGER said that in a recent number of the Zeitschrift fiir Ohren, Nasen and Holskrankheiten a number of similar cases were recorded. When death occurred the parts around the tonsils were very carefully dissected and it was found that in a certain proportion of the cases the large veins from the tonsils were thrombosed with septic thrombi. The thrombophlebitis progressed along the large veins to the cavernous sinus at the base of the brain. The connection from the tonsils to the sinus is short, and a thrombophlebitis in these regions is rather difficult to find. Recently reports of ligation of the veins have been published.
He did not know whether after tonsillectomy the cavity should be swabbed with one or the other of the strong antiseptics. He likes to use peroxid, which has the double advantage of stopping the hemorrhage and of being a strong antiseptic which does not injure the tissues.
DR. ROBERT SONNENSCHEIN thought the explanation suggested by Dr. Holinger would not answer in these cases, for the first patient died within sixteen hours after operation, and no infection could produce a septicemia and cause death in that time. In the Monatschrift fur Ohrenheilkunde, etc., Waldapfel, who read a paper before the American Academy of Ophthalmology and Otolaryngology, in 1928, had an article in which he stated that dissections have shown that probably in many cases of tonsillectomy there is some thrombosis in the veins along the tonsils, but this did not cause a pyemia.
DR. GEORGE W. BOOT said it was a well known fact that there is such a thing as heat stroke, but at postmortem often nothing can be found to explain it. There is a septic temperature due to thrombosis of the peritonsillar plexus following tonsillectomy, and he had seen such a case at the Children's Memorial Hospital that persisted for several weeks but finally recovered.
Referring to acidosis after anesthesia, he asked if anyone had seen it following nitrous oxid.
DR. OTTO STEIN thought it was apparent that the tonsillectomy had nothing to do with the hyperpyrexia, for the condition is known to occur following various surgical operations anywhere in the body, particularly in cleft palate cases in which postmortem examination has shown extreme hyperemia of the brain. He recalled a case which followed an hypophyseal operation under local anesthesia. This was one of a series of eighteen cases, and resulted in death from hyperpyrexia in two days. The operation was very rapid and uncovered an enormous cyst. Through some mistake the incision was enlarged very rapidly, and a large amount of straw colored fluid escaped. No attempt was made to enter the cyst, but the man within a few hours developed a high temperature, which reached 107.5°F. before death occurred, two days later. When seen on the evening of the operation a strong odor of acetone could be detected on his breath. Dr. -Stein thought that possibly the fatal termination was due to the sudden release of pressure at the base of the brain, in the neighborhood of the heat regulating mechanism.
DR. JOHN A. CAVANAUGH cited a case seen with Dr. Tydings in a young lady who developed hemorrhage following operation. She was taken to the Chicago Eye, Ear, Nose and Throat Hospital, and within six hours developed a temperature of 105°F., which persisted for two days and was accompanied by delirium. After the second day the temperature dropped to almost normal and remained there for twenty-four hours, when it rose to 104.5°F., where it stayed 'for about thirty-six hours and then subsided. Nothing was ever found to explain the cause. The patient recovered.
DR. J. GoRDON WILSON said he had seen several cases of hyperpyrexia, but none associated with removal of the tonsils. Hyperpyrexia he divided into two groups-one coming on immediately after an operation and the other developing after some days. The first he considered due to disturbance of the heat regulating mechanism, the delicate nervous mechanism which keeps warm blooded animals at an even temperature.
-In such cases the operation, for an unknown cause, throws the mechanism out of action-comparable in some w~y to "shock" -and the temperature rises abnormally. In some on postmortem examination hyperemia of the brain has been disclosed, but in others no postmortem change could be demonstrated.
In the second group there is an abrupt rise of temperature later; it may be on the second or third day after the operation. This, he believed, is due to some toxic absorption.
He has seen in children, following a tonsil operation, a rise of temperature which may be abnormally high, but in no case has he seen anything approximating a hyperpyrexia or a fatal result.
DR. HOWARD C. BALLENGER said that in order to determine the question of bacteremia following tonsillectomy at the Sprague Institute of the Children's Memorial Hospital, a series of seventy-three blood cultures were taken by Dr. Rubin during and after the tonsil operation to see whether fever following tonsillectomy could be explained through a bacteremia. In all seventy-three cases the cultures proved negative. He thought it apparent that a bacteremia does not have much to do with these cases, but due allowance should be made because of the difficulty of determining whether a bacteremia is present, especially a transitory bacteremia.
DR. NOAH SCHooLMAN thought that the adenoidectomy is probably as frequently implicated in these rare accidents as the operation on the tonsils. The vault of the pharynx is attached to the most vulnerable part of the base of the skull, involved in this operation. On its cerebral aspect lie the medulla and the pons with the cranial nerves emerging from them. It is also in close proximity to the hypophysis. In intrauterine life this portion of the basic cranii, the pars basilario, exists as a separate mass of embryonic osseous structure with loose cartilaginous attachment to the rest of the base of the skull. These conditions may persist indefinitely into infancy and childhood. Adenoidectomy, as usually performed, with massive instruments which exert considerable force upon this portion of the cranii which may, under unusual predisposing circumstances, cause hemorrhage or other injury to the superimposed midbrain.
He cited the interesting work of Professor Levy of Berlin regarding the vascular and lymphatic relations of the adenoid and the hypophysis and the pathologic implications of such relations under some circumstances.
DR. ARTHUR M. CORWIN asked if there was any clinical record of the treatment of hyperpyrexia in these cases.
DR. JOSEPH C. BECK, referring to acidosis following the administration of nitrous oxid anesthesia, cited a case in which this anesthetic was given to a patient on whom they started to operate under local anesthesia. The patient was a woman, aged 60, who had difficulty in breathing because of a central thyroid gland. They did a local infiltration with apothesine, the object being to do a tracheotomy to give room for breathing. After completing the infiltration and dissecting freely the gland they had great difficulty in keeping the patient quiet, so nitrous oxid gas was given in order to expose the trachea. The patient breathed easily immediately, but promptly went into a condition of acidosis. Her breath was: very strong, she vomited, developed all the symptoms of acidosis and died within a few hours. There were no symptoms referable to the lungs and a postmortem could not be secured.
In the investigation of the condition of hyperpyrexia he had hoped to hear something of the work of Vaughan, who did a great deal in the way of producing high temperatures by giving foreign proteins.
DR. SAMUEL J. PEARLMAN, in closing, said the object of the paper was to call attention to a syndrome of high temperature, pallor and occasional death. Because of the few cases reported they thought it was an extremely rare condition, but judging by the cases cited in the discussion it was evidently more common than they had believed.
The fact that thrombi are found in the tonsillar fossa following tonsillectomy had nothing to do with it, but minor operations under general anesthesia, and sometimes under local, do produce this syndrome. There is no agreement as to the ause, but he thought the suggestion of Dr. Wilson, that there was some connection with the heat regulating mechanism, was to the point. The pallor is that associated with bulbar involvement. Those cases of sepsis following tonsillectomy usually survive for a number of days, and postmortem findings often indicate the cause of death, and show, for instance, thrombi in the jugular. As to split proteins causing it, he thought no one could say.
The lesson to be learned from these cases was that no operation should be undertaken unless there was a very good reason for it. Foreign Body in the Lung.
By JOHN A. CAVANAUGH, M. D. This case was presented because of the unusual location of a foreign body in the lung.
Mrs. E. S., aged 52, was referred because of a probable foreign body in the right lung, with the following history:
While eating chicken at dinner, the night before, she suddenly choked, gasped for breath and ran to the back porch seeking air; she stuck her finger into her throat, something gave way and she gradually regained breath and felt better. There was very little coughing but a slight pain developed in the right chest. Convinced now that a foreign body was there, she assumed various positions, almost standing on her head forward, hoping gravity might assist in getting rid of it. Finally a neighborhood doctor was consulted, who assured her that anxiety was needless, but not being satisfied she sought the advice of a throat specialist, who examined her throat and also declared there was nothing wrong. She returned home, still feeling the discomfort, went to bed, passed a restless night; feeling a tightness in the chest, began to wheeze, and feared she had asthma. The following morning another doctor was consulted, who thought a foreign body might be in the lung. A radiogram was made which showed a rather long, thin shadow in the right chest, and she was referred to Dr. Cavanaugh, who saw her. about 2 p. m. There were distinct riles over the right lung. Temperature 99°F., pulse 100, respiration 24. The right vocal cord had on its upper surface a submucous hemorrhagic spot in its middle third. The balance of the larynx was a dusky red and the arytenoids were slightly edematous. He advised going to the hospital at once, but met with considerable opposition from the patient and the daughter. Mrs. E. S. cited a case reported in the newspaper where a patient coughed up a screw after being held up by the feet, and wanted to know if he couldn't hang her up by the feet and shake it out. After much controversy she went to St. Luke's HospitaL A quarter grain of morphin sulphate and 1/200 gr. of scopolamin hydrobromid were given hypodermatically, applications of 10 per cent cocain to the larynx and an application of 5 per cent below the glottis. He introduced a 7 mm. Brunning tube and when the right main bronchus was reached he could see a somewhat whitish mass on the anterior wall. Passing into the right bronchus he could see the foreign body lodged in the mouth of the middle lobe and with a Jackson forcep he grasped the protruding portion and removed it. The size necessitated the removal of the tube at the same time. When the glottis was reached he turned the foreign body so the long axis would be with the long axis of the glottis and it slipped through without traumatizing. The object was a chicken bone, 2 mm. long, 13~mm. thick at one end and 10 mm. at the other. The patient was removed to a croup tent, where she remained three days, making an uneventful recovery. When he saw her at the office a week later, a little redness of the cords remained; otherwise they were normal and the chest showed negative findings.
DR. EDWIN MCGINNIS referred to a case in which a child coughed up a screw, and said Tucker had told him that only about 2 per cent of the foreign objects in the finer bronchi were coughed up. He congratulated Dr. Cavanaugh on getting such a large object out between the cords without injury to them. Recently a dentist, while attempting to fit a five-tooth bridge to some prepared teeth, let it slip and it landed in the right bronchus. It took a good deal of patience to slide it out between the vocal cords without injury to them.
DR. GEORGE W. BOOT stated that in the last three cases he had treated bronchoscopically the patient had coughed up the foreign body before he could reach it. He considered it a very serious matter to take out a large foreign body between the cords, particularly if it was larger than the tube. In a case seen recently in which a child had swallowed half a peanut kernel, the patient died before he could perform a tracheotomy.
Foreip Body (Deposit of Barium) in Antrum.
By AUSTIN A. HAYDEN, M. D.
The patient was a school teacher who had been operated upon for the removal of gallstones. Her nose and throat were examined before operation and found to be negative. A few days after the chole1ithotomy she complained of pain in the region of the right antrum. A skiagram revealed the presence of a foreign body. Investigation showed this to be a mass of barium that had lodged in the antrum when the patient vomited following a barium meal during the examination of the gastrointestinal tract.
